Mr. SYDNEY SCOTT (in reply): I do not remember any case of malignant disease of the ear free from recurrence for more than four years, except the case of rodent ulcer, but my experience is limited to twenty-one altogether.' [The PRESIDENT: Were the twenty-one all carcinomatous?] They include two of rodent ulcer and four of sarcoma. An interesting point concerns the site and direction of recurrent growth, which is nearly always in situ, and locally very malignant. I find the disease invades the temporal fossa or involves the cervical region, and the logical procedure in the former case would be, to excise the temporal muscle, the temporo-mandibular joint, and part of the mandible, but I have not seen a case which justified this being done. I have of course, like Mr. West, removed the sternomastoid completely with the glands of both cervical triangles, but I still feel uncertain whether to practise this as a routine, for the disease does not always follow this downward direction.
Mr. C. E. WEST (answering Mr. Scott): I should leave the patient alone, watching the condition of the cervical glands very carefully. If they begin to be palpable, there will be still time to clear the neck. (Milay 18, 1917.) 
Another Case of Translabyrinthine Drainage for Streptococcal
Lepto-meningitis, with Recovery.' By SYDNEY SCOTT, M. S. THE patient, G. G., is a governess, aged 24, who suffered frolmn chronic suppurative otitis media, which had already been treated by the radical mastoid operation on each side, before she came under my observation in May, 1916, when the following history was obtained.
History': Intermittent bilateral otorrhoea and deafness began in childhood. Two years ago the left ear was treated by the radical mastoid operation by Mr. Muecke. Four months ago the right ear became painfuil and discharged, and, six weeks later, the radical mastoid operation was done on this side by Mr. Badgerow. The earache and discharge subsided, but the patient continued to complain of headache, dizziness, vomiting, and very loud tinnitus. She 'developed neurasthenia, with insomnia, and was profoundly depressed mentally
The above is an almost parallel case to one recorded in the Proc. Roy. Soc. Med., 1913, vii (Sect. Otol.) , p. 4, and to another recorded in ibid., ii, p. 11. and showed determined suicidal tendencies. She had to be constantly watched, and, nine weeks afterwards, was examined by Dr. Hinds Howell, who was able to exclude disease of the central nervous system. A fortnight later Mr. Badgerow asked if I would take her under my care.
Condition before Exploration.-It was at this period (May 11, 1916) I noticed a slight internal squint of the right eye with right facial weakness, but in view of Dr. Howell's recent report this was not to be attributed to a ganglionic lesion. There was no spontaneous nystagmus or Rombergism, though the patient walked with apprehension. At this time the right mastoid-meatal cavity was occluded by scar tissue, pressure on which, caused vertical nystagmus downwards, wvith forced movements of the head and trunk backwards and to the right. This "fistula symptom" was therefore unlike that usually met with in fistula of the external semicircular canal, or in the case of an unduly mobile stapes. HEARING 
Confused by tinnitus Raised voice was heard and understood on both sides.
In face of the risks I agreed to explore the right ear, and on the morning of May 17, 1916, I re-opened the mastoid and tympanic cavities, removed the dense tissue and new bone which encroached upon the tympanum and meatus, and obtained a satisfactory exposure of the inner tympanic wall. No fistula either of the external semicircular canal or of the oval window was discernible, heither could any opening be discovered with the fine flexible probe. There was some erosion of the posterior part of the promontory of the cochlea, and of the Fallopian aqueduct, but the fossula rotunda was unrecognizable. I thereupon left the labyrinth alone. Next morning (May 18) the tinnitus was the same as ever, and spontaneous nystagmus now appeared for the first time, being directed to the left (there was no nystagmus the evening after the operation), so it seemed evident from the direction and time of onset of the nystagmus that the labyrinth was becoming in some way involved. The giddiness also increased, and any movement of the head provoked vomiting: the facial paresis was more marked. On May 19 I awaited events; the evening temperature rose to 102,2°F., and the pulse-rate to 110. Next morning (May 20) the temperature had fallen to 990 F., and the pulse-rate to 76, suggesting an improvement, but there was now definite cervical rigidity; Kernig's sign was obtainable, while the tendon reflexes were diminished though not abolished. Moreover, the cerebrospinal fluid, which was now withdrawn by lumbar puncture, was found to be already " cloudy " (a later report by Dr. Stansfeld stated that it contained an excess of polymorphonuclear cells and yielded a pure growth of streptococci on cultivation).
Labyrinth and Internal Auditory AMeatus Opened.
-After withdrawing 20 c.c. of cerebrospinal fluid the vestibule and cochlea were opened through the meatus, without disturbing the sutures of the mastoid incision, and with a narrow gouge a free communication was established between the vestibule and internal auditory meatus, through which cerebrospinal fluid escaped freely and continued so to do for several days.
The improvement which followed was rapid and continuous; in twenty-four hours the headache and cervical rigidity had disappeared; the cerebrospinal fluid, withdrawn daily by lumbar puncture, was under less pressure, only 7 c.c. being collected, and this was "less cloudy," and in seventy-two hours was clear. The temperature returned to 98°F. and pulse-rate to 80, no subsequent rise taking place. The patient left the hospital in three weeks, and at first experienced the usual phenomena following ablation of one labyrinth, The facial paresis and internal strabismus disappeared two or three weeks afterwards, but the tinnitus remained loud and persistent, quite unchecked by the operation for fully two or three months; subsequently it gradually ceased to trouble the patient, who in the meantime had become cheerful and well.
Note.-The purpose of recording this case is to emphasize the importance of early diagnqosis of lepto-meningitis, and at the same time the value of imnmediate drainage of the meninges through the labyrinth, when the signs indicate that this has been the route of infection, just as was shown in the case which I first described in the Archives of Otology, 1908, xxxvii, p. 108.
DISCUSSION.
-Dr. DAN MCKENZIE: As in this successful case, I also have been able to rescue several patients from the jaws of death by this and other means of draining the meningeal spaces. If the ease of the operation were better known, I think more men would be disposed to tackle cases of meningitis. Meningitis is regarded practically as a death-warrant, and so, often, nothing is done beyond a radical mastoid operation. But cases like Mr. Scott's show how unjustifiable it is to allow the patient to die without making an attempt to drain. I heartily support Mr. Scott's procedure in instituting prompt drainage when the diagnosis has been made; and now it is possible to make .the diagnosis sufficiently early to save the patient in many cases. To decline to drain in meningitis is no more justifiable than to decline to open the abdomen in peritonitis.
Mr. W. M. MOLLISON: I do not agree with Dr. McKenzie. I prefer to treat these cases of lepto-meningitis not by draining to the internal auditory meatus, but by making incisions into the dura matex. Those cases which I have saved have been saved in that way. I' did not find opening the internal auditory meatus as easy as Dr. McKenzie suggests: possibly I did not use the right instruments. The facial nerve was always very worrying in such cases, -and I found it very dangerous to establish really good drainage when I had got through. And I do not agree with Dr. McKenzie in opening through the meatus as soon as the diagnosis of meningitis is made, because so many of these early cases can be saved by continuous lumbar punctures: these-.a trivial operation-during the first twenty-four hours may save the patient.
Mr. C. E. WEST: I agree, to some extent, with all the speakers. The -operation of translabyrinthine drainage is a remarkably easy one. It takes a very brief time after finishing the radical mastoid operation, and in many of the cases efficient drainage can be readily established, which will last four or five days; in some cases it has lasted fourteen days. But only a small proportion -of the meningitis cases I have treated in this way-or in any other wayrecover. One has had stray recoveries by all methods except in that of incision -of the dura mater. I have incised the dura mater at various points. If nothing be interposed between dura mater and brain, the brain becomes adherent, and -if gauze is interposed, it becomes infiltrated with lymph, and drainage ceases. When once withdrawn, it is impossible to put the gauze back. There are adhesions all round between brain and dura mater; in fact I have carried out this procedure for the very purpose of establishing adhesions. I agree with Mr. Mollison that in early cases perhaps the simplest and most effective method is either continued thecal drainage or thecal lumbar puncture-both simple methods. After fairly extensive trial of every method of treating meningitis I have heard of, I am coming back to thecal drainage as being the most hopeful way of treating cases. This matter was discussed in our Section at the International Congress of Medicine, and the further I attempt to treat cases of meningitis, the more convinced I am that the real secret, as was stated on that occasion, is that the choroid plexus blocks out the antibody. There are practically no antibodies in the cerebrospinal fluid, and until you can get a thigh antibacterial content in the cerebrospinal fluid, either by introducing it mechanically, or as an antiserum, or by altering the permeability of the plexus, the great bulk of the cases of meningitis will be lost.
Mr. SOMERVILLE HASTINGS: The only cases of meningitis in which I have experienced recovery have been those treated by repeated lumbar puncture.. I should like to hear from Mr. Scott whether, with a normal labyrinth, hes considers it justifiable to -do translabyrinthine drainage. I should also like to know something of the method Mr. West employs for continuous thecal drainage, because I have never done it, and I would like to try it.
Mr. C. E. WEST (replying to Mr. Somerville Hastings): The method of continuous thecal drainage is exceedingly simple. It consists of the intro-duction of a suitable trochar cannula into the theca in the ordinary position of lumbar puncture. It gives the most extravagantly profuse drainage. The end of the trochar comes out in the centre of a large rubber sheet, and over that are placed sterile sponges or swabs. Periodically the sheet is opened out and the sponges replaced.
Mr. SYDNEY SCOTT (in reply): In answer to Mr. Somerville Hastings, as mentioned in the note at the end of my case, it seems to me that the chief indication for draining the basal meninges through the labyrinth occurs when the meningitis is preceded by labyrinthitis, as is so frequently the case in otitic meningitis. When the patient is in exiremis when first seen, I think it the right procedure whether one knows the labyrinth to be affected or not.
Specimens and drawings illustrating the anatomy of the Fallopian canal were shown by Dr. DAN MCKENZIE.
A series of stereoscopic skiagrams of the temporal bone was exhibited by Dr. ROBERT KNOX.
